This is a retrospective cohort study from a large obstetric center in Shanghai, China. The aim of the study was to assess the effects of gestational age at birth on neonates born by non-medically indicated cesarean delivery. The present study has several issues in its concept, methodology, and interpretation as described below.
(Major) 1. According to the authors' definition of cesarean delivery on maternal request (CDMR), there should be women who planned to have CDMR at a certain gestational week but were excluded from the main analysis for some reason. For example, there should be women who planned to CDMR at a certain gestational week but went into spontaneous labor before the scheduled date and had an emergency cesarean delivery without medical indication. In addition, there should be women who planned to have CDMR at a certain gestational week but had an eventual pregnancy complication (e.g. placental abruption) which necessitated an emergency cesarean delivery before the scheduled date. The authors should describe the potential biases introduced by including only women who successfully had CDMR at a certain gestational week. 2. Are there any biologically plausible explanations for worse outcomes in neonates born at 40 weeks of gestation compared with neonates born at 39 weeks of gestation? The authors argued that fetal maturation might occur earlier in Asians, but this does not necessarily justify the worse outcomes in neonates born at 40 weeks of gestation. 3. It is important to consider the risk of stillbirth when discussing the optimal timing of planned cesarean delivery. Although the authors presented the incidence of stillbirth at their institution, it is still difficult to interpret especially in light of balancing the potential risk of stillbirth by delaying CDMR and potential risk of neonatal complications due to CDMR at earlier gestational week. 4. Although CDMR is common in China, CDMR is not recommended globally. It is better to mention the global perspective on CDMR.
(Minor) 1. In the strengths and the limitations section, it would be better to explain how those strengths/limitations affected the results. For examples, the authors mentioned the low body mass index and the limited number of neonatal deaths and intrapartum stillbirth in the study sample, but how they affected the results is not selfexplanatory. 2. In the results section, the descriptions for the tables and table numbers are incorrect. For example, baseline and obstetric characteristics are shown in Table 2 not 1. 3. In Page 9, line 47, this analysis is not testing the trend. 4. The authors should add the descriptions about the model they used to calculate the adjusted odds ratios to Table 4 . 5. How and when do women and physicians usually decide the gestational week/date of CDMR in China? Are there any possibilities of systemic bias (e.g. assigning earlier gestational week for women with certain characteristics)? Readers may not be familiar with the practice in China, and information regarding practice patterns in China would help readers understand the possible bias and assess the implications of the present study.
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GENERAL COMMENTS
Congratulation to a well done study. Unfortunately is the reference list not up to date. Please try to find more recent research. Comments: This large population with elective primary CD provides a unique opportunity to find the "sweet spot" of the best timing in relation to neonatal outcomes in Han women in China. This gives reason to apply the internationally accepted "39-week rule" to the local practice in China. It also further elucidates the 39th week as the preferable to the 40th week or >41 weeks. Given the high percent (94%) of early dating ultrasounds in this population, this information on timing of elective primary CD seems reliable.
REVIEWER
Overall, I think this paper contributes important information to practitioners in China to adhere to the international standard of elective delivery after 39 weeks.
I would comment that CDMR is probably not the most accurate term given that the lack of medical indication for these antepartum primary CD can be attributed to maternal request only some of the time and others due to provider preference. Would antepartum nonindicated CD be more accurate?
The number of neonatal deaths and stillbirths seem low. Is this underreporting or a lower incidence than expected? Could this be influenced by antenatal testing by NST and ultrasound done in the low risk population at your hospital in Shanghai? Have you analyzed the late pre-term and preterm deliveries done due to non-reassuring antenatal testing?
Also in commenting on the stillbirth rate per 1000 ongoing pregnancies-please clarify the local normative practices in terms of NSTs and ultrasounds. I think the practices at your hospital may be different from typical international practice in low risk pregnancies and would limit the generalizability of the findings to other populations.
I do not quite understand what you are saying about the "studies after the implementation of guidelines limiting elective CD before 39wk-please clarify.
What testing is done routinely for STDs? Do you mean GC/Chlamydia?
VERSION 1 -AUTHOR RESPONSE
REVIEWER 1 Major 1. According to the authors' definition of cesarean delivery on maternal request (CDMR), there should be women who planned to have CDMR at a certain gestational week but were excluded from the main analysis for some reason. For example, there should be women who planned to CDMR at a certain gestational week but went into spontaneous labor before the scheduled date and had an emergency cesarean delivery without medical indication. In addition, there should be women who planned to have CDMR at a certain gestational week but had an eventual pregnancy complication (e.g. placental abruption) which necessitated an emergency cesarean delivery before the scheduled date. The authors should describe the potential biases introduced by including only women who successfully had CDMR at a certain gestational week.
We discussed this limitation in the discussion part (page 12 Line39~55) as :
Third, only women who successfully had elective cesarean delivery at a certain gestational age were included, the women went into labor or emergency cesarean delivery due to complications before the scheduled date probably bias the results. However, it was reported less than 10% of women went into labor while waiting for delivery at 39 weeks in one clinical trial and the complications were extremely low in this low-risk population, so this bias was unlikely significant.
2. Are there any biologically plausible explanations for worse outcomes in neonates born at 40 weeks of gestation compared with neonates born at 39 weeks of gestation? The authors argued that fetal maturation might occur earlier in Asians, but this does not necessarily justify the worse outcomes in neonates born at 40 weeks of gestation.
We added explanations in the discussion part (Page 13 Line26~39) So we speculate that the 40+0 weeks is kind of post-term for our population, the placenta begins to age and more chance of meconium staining of the amniotic fluid (18% in 39 weeks, 21% in 40 weeks in present study, data not shown). A study compared delivery at each gestational age at term vs. expectant management identified 39 weeks as the optimal timing of delivery, which also supports our findings 3. It is important to consider the risk of stillbirth when discussing the optimal timing of planned cesarean delivery. Although the authors presented the incidence of stillbirth at their institution, it is still difficult to interpret especially in light of balancing the potential risk of stillbirth by delaying CDMR and potential risk of neonatal complications due to CDMR at earlier gestational week.
We tried to interpret the balance between potential risk of stillbirth and neonatal complication in discussion part (Page14-15, Line44~line6) as: On the basis of stillbirth rate in our population, we estimate 4-5 stillbirths every 10,000 deliveries waiting from 37 weeks to 39 weeks. However, as compared with delivery at 39 weeks, delivery at 37 weeks increased the rate of adverse neonatal outcomes including 140 extra cases of respiratory distress syndrome, 51 necrotizing enterocolitis, 70 neonatal infection, 16 hypoxic ischemic encephalopathy, 510 admissions to the NICU regardless the long-term adverse infant outcomes of early term births.
4. Although CDMR is common in China, CDMR is not recommended globally. It is better to mention the global perspective on CDMR.
We added this in the introduction part (Page 5 line 9~10) and discussion part (Page15 line39~52) as: Since more than 25% of primary cesarean deliveries are performed before the onset of labor in other countries and even much higher in China, and since there may be increasing enthusiasm for cesarean delivery on maternal request in western countries, the timing of primary cesarean delivery and its effect on infant outcomes have substantial public health importance.
(Minor) 1. In the strengths and the limitations section, it would be better to explain how those strengths/limitations affected the results. For examples, the authors mentioned the low body mass index and the limited number of neonatal deaths and intrapartum stillbirth in the study sample, but how they affected the results is not self-explanatory.
We revised as : First, the study population had a low body mass index and was very homogeneous (99% Han) which strengthened our findings but may limit its applicability to other populations with much higher rates of obesity in which perinatal risks of cesarean may be appreciable. Second, there were only five neonatal deaths and one intrapartum stillbirth despite the large population studied, thus our study was underpowered to analyze the timing of cesarean delivery in relation to the most serious perinatal outcome.(Page 12 Line29~39) 2. In the results section, the descriptions for the tables and table numbers are incorrect. For example, baseline and obstetric characteristics are shown in Table 2 not 1. Thank you. We edited the typo (Page 9 Line14).
3. In Page 9, line 47, this analysis is not testing the trend. Thank you. We edited as: The risks of neonatal complications were decreased with increasing gestational age at term (Page10 Line34~36)
4. The authors should add the descriptions about the model they used to calculate the adjusted odds ratios to Table 4 . We added the model to note of Table 4 5. How and when do women and physicians usually decide the gestational week/date of CDMR in China? Are there any possibilities of systemic bias (e.g. assigning earlier gestational week for women with certain characteristics)? Readers may not be familiar with the practice in China, and information regarding practice patterns in China would help readers understand the possible bias and assess the implications of the present study. We added Chinese practice patterns in methods part (Page 7 Line31~42 ) As: The standardized protocol of the antenatal fetal testing in low-risk pregnancy in Shanghai includes: 1) Non-stressing test begins at 36 gestational weeks, and once a week after; 2) Ultrasound measures with biophysical profile scores is routinely performed at 38 weeks; 3) Obstetricians make a delivery plan with women at 37~38 weeks.
REVIEWER 2 1. Congratulation to a well done study. Unfortunately is the reference list not up to date. Please try to find more recent research. Thank you! We updated the reference and added reference 5, 17, 18, 19, 20, 21, 23, 24 .
REVIEWER 3 1. Overall, I think this paper contributes important information to practitioners in China to adhere to the international standard of elective delivery after 39 weeks. Thank you 2. I would comment that CDMR is probably not the most accurate term given that the lack of medical indication for these antepartum primary CD can be attributed to maternal request only some of the time and others due to provider preference. Would antepartum non-indicated CD be more accurate? We changed CDMR into antepartum non-indicated CD through the manuscript.
3. The number of neonatal deaths and stillbirths seem low. Is this underreporting or a lower incidence than expected? Could this be influenced by antenatal testing by NST and ultrasound done in the low risk population at your hospital in Shanghai? Have you analyzed the late pre-term and preterm deliveries done due to non-reassuring antenatal testing? Also in commenting on the stillbirth rate per 1000 ongoing pregnancies-please clarify the local normative practices in terms of NSTs and ultrasounds. I think the practices at your hospital may be different from typical international practice in low risk pregnancies and would limit the generalizability of the findings to other populations.
We added Chinese practice patterns in methods part (Page 7 Line 39~42) As: The standardized protocol of the antenatal fetal testing in low-risk pregnancy in Shanghai includes: 1) Non-stressing test begins at 36 gestational weeks, and once a week after; 2) Ultrasound measures with biophysical profile scores is routinely performed at 38 weeks; 3) Obstetricians make a delivery plan with women at 37~38 weeks.
We also discussed the possibility of our lower stillbirth rate in the discussion part (Page 14 line14~27) as: which is lower than 0.2 of 1000 births at 37 weeks and 0.5 of 1000 births at 38 weeks among Scottish and Canadian, which could be attributed to different local practices of antenatal monitoring, low risk pregnancy included in present study, also could be the lower BMI in our population since it is generally accepted that obesity is associated with increased risk of stillbirth. We analyzed preterm deliveries done due to non-reassuring antenatal testing in other paper, the iatrogenic preterm was 1.6% in our population, half of this population is due to non-reassuring antenatal testing, the other half is mainly due to preeclampsia. 
GENERAL COMMENTS
I believe that the revised manuscript successfully addressed most of the points and concerns raised, and its clarity was substantially improved. The manuscript seems to be acceptable to be published although it would still benefit from copy-editing. My only concern is the authors' understanding about the global perspective on cesarean delivery on maternal request (CDMR) without medical indication. There are several campaigns/initiatives which advocate the reduction of unnecessary cesarean section (e.g. WHO's statement). This does not jeopardize the importance or uniqueness of the present study as CDMR without medical indication is so too common in some countries/areas in anyway. However, I believe that it would be better for the authors to mention that CDMR without medical indication is not recommended, or at least, is controversial.
VERSION 2 -AUTHOR RESPONSE
Reviewer 1 1.I believe that the revised manuscript successfully addressed most of the points and concerns raised, and its clarity was substantially improved. The manuscript seems to be acceptable to be published although it would still benefit from copy-editing.
Thank you! 2. My only concern is the authors' understanding about the global perspective on cesarean delivery on maternal request (CDMR) without medical indication. There are several campaigns/initiatives which advocate the reduction of unnecessary cesarean section (e.g. WHO's statement). This does not jeopardize the importance or uniqueness of the present study as CDMR without medical indication is so too common in some countries/areas in anyway. However, I believe that it would be better for
